orthopaedic patients receiving antibiotics.' 2 The doubling of incidence of pseudomembranous colitis in Birmingham between 1976 and 1977 was probably due to increased diagnostic vigilance. ' The word "invariable" has no place in nosographic data processing and accordingly your statement that "diarihoea is invariable" requires scrutiny. While it is true that the colon is predominantly involved, the ileum can also, to a varying degree, be the seat of the disease. When the colon is completely spared -as in a recent case confirmed by necropsydiarrhoea can be absent. Clinically this case was dominated by abdominal pain, fever, and leucocytosis. A somewhat similar case was also reported recently.4 In such cases sigmoidoscopic and proctoscopic examinations-usually useful methods for establishing the diagnosiscannot be relied upon.
Bearing in mind the topography of the pathological changes, I believe that diagnostic alertness might be enhanced by reverting to the original terminology-namely, pseudomembranous enterocolitis.
SIMON BEHRMAN London Wl
Smart, R F, et al, British Jfournal of Surgery, 1976, 63, 25. 2 Beavis, J B, British Journal of Surgery, 1976, 63, 299. 3 Kappas, A, et at, British MedicallJournal, 1976 I agree that further assessment of cotrimoxazole in the treatment of Q fever is necessary. Following the preparation of our paper there appeared a further report of the use of this drug in Q fever endocarditis, on this occasion associated with glomerulonephritis possibly due to an immune-complex mechanism. Despite co-trimoxazole therapy the patient survived for only three months after diagnosis.3 Reports of success in the treatment of Q fever endocarditis just one year after withdrawal of antibiotic therapy, although promising, should be accepted with caution. Other patients have died 16 months4 and almost two years5 after prolonged courses of tetracycline.
In our experience lincomycin in combination with tetracycline seemed to be more effective in controlling the disease than tetracycline alone. The patient on whom this regimen was originally employed received these antibiotics alone for just over five years. Five years after stopping antibiotic therapy she is alive and in good health, the longest survivor so far reported.6 W P G TURCK A misleading name? SIR,-I think it important to bring to your attention and that of your readership the appearance on the market of a compound entitled Napsalgesic.
It may appear to the general practitioner that this is a mixture of Naprosyn (naproxen) and Distalgesic. In fact it is nothing of the sort and contains dextraproproxyphene 50 mg and aspirin 500 mg.
It is possible that there will be major confusion, because practitioners who are satisfied with Naprosyn may feel that this new compound is better than that drug, whereas in fact it is something entirely different. I think this should be pointed out.
HEDLEY BERRY St Giles's Hospital, London SE5
Prediction of gangrenous and perforating appendicitis in children SIR,-Following Mr D F Graham's publication (26 November, p 1375) on the prediction of gangrenous and perforating appendicitis we have applied his "clinical scoring index" to 26 children recently treated at this hospital with proved acute appendicitis. As mortality is related to peritonitis at the time of operation' such a prediction might be of clinical value, and Mr Graham does not exclude children nor does he state an age range for his prospective series of 257 patients. A definition of perforating appendicitis is not included in his paper, but our patients were divided into three groups: six patients aged 3-14 years in group I with a gangrenous or macroscopically perforated appendix, five patients aged 8-12 in group II with purulent peritoneal fluid but no macroscopic perforation, and 15 patients aged 6-14 in group III with acute appendicitis but either serous or negligible peritoneal fluid. The presence of each of the following features scored one point: lower abdominal pain at onset, history exceeding 24 h, pain increasing in severity, presence of guarding and rebound tenderness, temperature over 37-5'C, pulse rate greater than 90 beats/min, and a white cell count exceeding 14 x 109/1 (14 000/mm3), giving a maximum score of 7.
The scores in group I ranged from 3 to 7 and in group II from 3 to 6. In group III only 4 of the 15 patients had a score of 2 or less and as many as 11 scored 3 or more, which, Mr Graham claims, suggests perforation or gangrene; two of these scored 4 and two 5. In particular, three of his seven features were very poor discriminants-pain increasing in severity, pulse rate greater than 90/min, and a white cell count exceeding 14 x 109/1. Only one of the six children with a macroscopically perforated appendicitis complained of increasing pain. Of the 26 children 80% had a pulse rate of over 90/min and there was no significant difference between the three groups. The white cell count was over 14 x 109/l in 60% of group III but only 54% of groups I and II.
We accept that 26 is a small sample, but our conclusion is that this "clinical scoring index" has been of no value in distinguishing a group of children with perforated or gangrenous appendicitis. 
